Data suggesting that cognitive-behavioral therapy (CBT) is efficacious for late-life anxiety are accumulating; however, effectiveness has not been well established. Incorporating CBT for anxiety into home care is needed to facilitate access to evidenced-based treatment for a growing population of community-dwelling, functionally impaired elderly people. In this article, the authors describe the development of a home-based CBT program for late-life anxiety, outlining their experience partnering with a community care management organization. They also describe the CBT protocol and present data form two participants who completed the treatment. The two case examples illustrate multiple barriers to achieving successful treatment outcomes with this population. Future research needs to determine the extent to which adaptations are necessary to optimize the success of CBT for anxiety in a home care setting.
and life satisfaction (Bourland et al., 2000; de Beurs et al., 1999; Diefenbach, Robison, Tolin, & Blank, 2004; Kim et al., 2000; Wetherell et al., 2004) and is associated with the progression of cognitive and functional decline (Brenes et al., 2005; Sinoff & Werner, 2003) . Presence of an anxiety disorder can also increase severity of symptoms in older patients with depression (Lenze et al., 2000) . In addition to the psychosocial impact, anxiety disorders are associated with high service utilization and costs. The cost of anxiety disorders in the general population is estimated at $42 billion per year, with the majority of these costs attributed to nonpsychiatric medical care (Greenberg et al., 1999) . Geriatric anxiety disorders are associated with high service utilization Stanley, Roberts, Bourland, & Novy, 2001) . These data highlight the need for clinical interventions for geriatric anxiety disorders.
Data suggesting that cognitive-behavioral therapy (CBT) is an efficacious treatment for late-life anxiety are accumulating (Wetherell, Lenze, & Stanley, 2005) . Most research to date has evaluated the treatment of late-life generalized anxiety disorder (GAD), as this is one of the most common late-life anxiety disorders (Beekman et al., 1998) . Stanley, Beck, and colleagues (2003) found that group CBT improved worry, anxiety, and depression symptoms and increased quality of life of older patients diagnosed with GAD compared to those in a control (minimal therapist contact) condition. Wetherell, Gatz, and Craske (2003) also found that group CBT was superior to a wait list period for older patients diagnosed with GAD, and CBT was also superior to a discussion group condition on a few measures. CBT has also been found to be helpful in reducing symptoms for anxious older adults who are tapering off of anxiolytic medications (Gorenstein et al., 2005) . A CBT program for late-life GAD incorporating cognitive aids such as reminder telephone calls and repetition of information was associated with a 75% response rate in one pilot study (Mohlman et al., 2003) and 50% response rate in those without executive dysfunction in a second pilot study . Individual CBT targeting intolerance of uncertainty, problem solving, worry beliefs, and cognitive exposure was associated with an 88% response rate for older adults in a small multiple-baseline trial (Ladouceur, Leger, Dugas, & Freeston, 2004) .
These studies supported efficacy of CBT as a treatment for late-life anxiety; however, effectiveness has not been well established. For example, most of these trials were conducted in academic settings and involved extensive inclusion and exclusion criteria. These features restrict characteristics of most individuals involved in these trials to those who are relatively young, well educated, healthy, high functioning, ambulatory, and Caucasian.
Thus, there is a need to shift from efficacy to effectiveness research with more diverse, lower functioning patient groups in community settings.
Initial efforts toward generalizing the CBT program to primary care have shown promising results (Stanley, Hopko, et al., 2003; Wetherell, Sorrell, Thorp, & Patterson, 2005) . Incorporating anxiety treatment into home care is a logical next step in the translation of evidence-based treatment for late-life anxiety to community settings. Home care provides assessment for and coordination of services that allow functionally disabled older adults to live independently. Common examples of home-care services are transportation, cleaning services, meal delivery, and nursing care. Mental health services in home care, however, are often lacking (Zeltzer & Kohn, 2006) . Given the higher level of care needed, elderly receiving home care are likely to present with more severe cognitive, psychosocial, medical, and/or functional disability than are elderly who are treated in primary care. In addition, the administrative setting of home care differs from primary care settings (e.g., case manager coordination of services). Therefore, it is important to research feasibility and efficacy of anxiety treatment within the home care system.
A review of home-and community-based mental health services highlighted the need of these programs to facilitate access to evidenced-based mental health treatment for the growing population of communitydwelling, functionally impaired elderly (Bruce, Van Citters, & Bartels, 2005) . To date, most of these interventions have targeted depression with a few of these programs specifically employing behavioral interventions. One example, the PEARLS program (Program to Encourage Active, Rewarding Lives for Seniors), demonstrated superior reductions in depression and improvements in functional and emotional well-being compared to usual care for older, depressed, homebound adults (Ciechanowski et al., 2004) . Another example, the Healthy IDEAS program (Identifying Depression, Empowering Activities for Seniors), integrated evidencedbased treatment for depression into the routine operating procedures of community case management agencies (Quijano et al., 2007) . Evaluation of the program was limited by lacking a control group; nonetheless, results demonstrated a significant decrease in depression and pain and increase in knowledge about how to identify and seek help for depression after the intervention. This program also demonstrated the feasibility of successfully integrating empirically supported treatments into a community case management organization.
No program of which we are aware has integrated treatment of anxiety into a community care management system. This article describes development of a home-based CBT program for late-life anxiety. We outline our experience partnering with a community care management organization. We also outline the description of a CBT intervention for anxiety and present data from two participants who completed the treatment program. Finally, we conclude the article by discussing possible adaptations and future directions for this program.
Partnering With a Community Care Management Organization
A community-research partnership was developed between the Anxiety Disorders Center at the Institute of Living and Connecticut Community Care, Inc. (CCCI). CCCI is a care management organization that provides assessment, support, and coordination of services that enable older adults to live independently. Typical clients of CCCI are age 65 and older, low income, and functionally disabled.
The foundation for developing this partnership came from shared goals of improving access to specialty mental health services for this client population. In particular, both the researchers and leadership of CCCI were interested in providing anxiety treatment services for these clients. A difficulty with this primary goal, however, was the lack of funding to conduct a pilot treatment study. Feedback from funding agencies indicated that a smaller pilot project was needed to demonstrate the feasibility of the communityresearch partnership, specifically with respect to recruitment of participants, before funding of a larger treatment study was likely. Thus, the first step of this research program was changed to demonstrate feasibility and determine optimal screening measures to identify clients with anxiety disorders in this setting. This parent study has been completed, and the results have been reported elsewhere (Diefenbach, Tolin, Meunier, & Gilliam, 2007) .
This change in study aim highlighted the need for us to develop a study protocol that was also consistent with the organization's mission. We developed a study protocol in conjunction with CCCI to include service elements such as feedback to participants on assessment results, an educational brochure about anxiety, a community resource list for mental health services, and written summaries of study assessment results to CCCI and participants' physicians with the clients' written consent. In addition, participants who were diagnosed with a psychiatric disorder, scored above previously established cutoff scores for anxiety or depression, or evidenced any other clinically significant symptoms (e.g., psychotic symptoms) were encouraged to discuss their symptoms with their current providers and offered additional referral information.
Because recruitment for the parent assessment study was the sole responsibility of CCCI staff, it was also imperative that recruitment procedures minimized burden to the organization and integrated as much as possible into their operating procedures while still maintaining the standards of control necessary for valid research. Recruitment procedures for the parent assessment study are described elsewhere (Diefenbach et al., 2007) and involved a database search and consultation with care managers to identify eligible participants. Participants were contacted by a CCCI study recruiter and invited to participate. In accordance with the Health Insurance Portability and Accountability Act, protected health information was not shared between CCCI and the research organization until participant consents were obtained. We also enlisted the support of CCCI staff by conducting a presentation to educate care managers about the study. Meetings were held with CCCI staff every 4 to 6 months to review study progress and determine any necessary protocol changes.
Treatment Development
The second phase of this research program was to develop a home-based cognitive-behavioral intervention for anxiety disorders. Training care managers to administer the intervention, such as has been done in previous research (Quijano et al., 2007) , was not possible given that CCCI care managers are not contracted to provide psychological services. Thus, the treatment was designed to be administered by professionals with the long-term goal of establishing a system of screening, referral, and reimbursement for treatment services within the operating procedures of CCCI that could be sustained over the long term.
Treatment Description
Treatment was adapted from previously established CBT protocols for late-life anxiety (Stanley, Diefenbach, & Hopko, 2004; Wetherell, Sorrell, et al., 2005) . The treatment entailed eight weekly in-home sessions and between-session telephone calls to assess progress and problem-solve difficulties with homework completion. Components of the CBT program included psychoeducation, symptom review, relaxation training (deep breathing and posture changes), coping self-statements, thought stopping, problem solving, and behavioral activation. An expanded review (Mohlman et al., 2003) and workbook with session summaries were used to enhance memory for treatment material. Self-monitoring requirements were kept to a minimum to reduce participant burden. Self-monitoring was composed of a daily rating of anxiety severity, which was illustrated using verbal text (none or a little, a medium amount, a lot), and corresponding visual cues (facial expressions). Participants also completed a daily checklist for whether or not they completed homework. Each session began with a review of homework and previously learned skills and ended with assignment of homework to practice skills. Session 1. In the first session, the therapist provided psychoeducation about anxiety and set treatment goals. Psychoeducation was used to normalize the experience of anxiety while helping the participant to identify ways in which his or her anxiety symptoms were excessive and problematic. A symptom review was completed for awareness training and to identify treatment targets, including physical symptoms, anxious thoughts, and avoidance behaviors. Finally, this session introduced relaxation training using deep breathing and relaxing posture.
Sessions 2 and 3. In Sessions 2 and 3, the therapist introduced two skills for changing negative thoughts: coping self-statements and thought stopping. These skills were chosen because they are simple, concrete, and easier to implement than more abstract and complex cognitive therapy skills. In Session 2, self-statements were used to increase the participant's selfefficacy for coping (e.g., "I can manage this situation."), orient the participant toward action (e.g., "Keep the focus on the present. What is it I need to do?"), and reinforce positive coping (e.g., "It worked! I was able to do it."). Therapists also worked with participants to develop coping self-statements for adjusting to chronic stressors associated with aging, disability, and loss. Thought stopping was introduced in Session 3. Participants were taught to use a concrete stimulus cue (e.g., picturing a red stop sign, yelling "stop") to divert attention from negative rumination and then to become engaged in other activities.
Session 4. This session focused on behavioral activation. The relationship between activity and mood was reviewed. To simplify the rationale for this skill, the therapist did not differentiate between behavioral avoidance because of anxiety versus depression. Rather, the therapist emphasized a simple message that getting active would help participants to feel better. Thus, in this protocol, behavioral activation was used as a framework for identifying ways to increase pleasant activities and decrease avoidance of anxiety producing activities. An activity checklist was provided, target activities were selected, and a specific plan for completing activities was developed. Roadblocks to completing the activities were identified, and the therapist assisted the participant with problem solving.
Sessions 5 to 7. These sessions were used to reinforce previously taught skills, review progress, determine new ways to implement skills to reach treatment goals, and problem solve any obstacles to treatment success. Problem solving was used throughout treatment; however, the therapist also introduced the participant to the specific steps of problems solving during these sessions.
Session 8. Session 8 focused on a review of all skills, discussion of termination issues, review of treatment progress, and development of a plan for maintenance of treatment gains.
Recruitment
Recruitment for the treatment study occurred approximately midway through data collection for the parent study. Participants were eligible for the treatment study if they completed the parent study, met diagnostic criteria for either GAD or anxiety disorder not otherwise specified (NOS), did not meet criteria for major depressive disorder, and indicated at the end of the parent study that they were interested in being informed of additional research opportunities. Nine participants were invited to participate in the pilot treatment study by the research clinician who had conducted their assessment. Of these, seven declined participation. One participant stated that she did not think her symptoms required treatment, one participant stated she had completed CBT in the past and thought this treatment would not be helpful for her, three participants stated they were too busy with other appointments, one declined because of health problems, and one person did not give a reason for declining.
Case Example 1: Evelyn
Evelyn is a 70-year-old divorced woman who identified her herself as non-Hispanic and mixed race (Caucasian and Native American). She completed 8 years of formal schooling, then obtained a GED and completed an associate's degree in early childhood education. Evelyn had entered into religious training to become a nun, but later left this calling to complete her degree and worked as a preschool teacher. She did not have children of her own. She retired from teaching and began receiving disability benefits when she was in her 40s, which she reported as because of her "health." Evelyn's medical history was positive for glaucoma, which caused blindness in one eye and reduced peripheral vision in the other. She also experienced recurrent bouts of intestinal distress because of colitis. Furthermore, she was lactose intolerant and had acid reflux and high cholesterol. Evelyn reported a long history of psychiatric treatment. She has been hospitalized for psychiatric reasons on four occasions. These hospitalizations were usually precipitated by medical events, which negatively affected her functioning and led her to become withdrawn and depressed. At the time of the intake assessment, Evelyn was receiving psychiatric care on an outpatient basis. She was prescribed fluoxetine, lorazepam, and buspirone.
During the intake assessment, Evelyn was diagnosed with anxiety disorder NOS using the Anxiety Disorders Interview Schedule for DSM-IV (Brown, DiNardo, & Barlow, 1994) . Evelyn reported that she was "always a worrier." She reported excessive and uncontrollable worries related to her health and the health of significant others and concerns about aging (i.e., losing her independence). She was currently limiting activities including bathing, walking to local stores, and attending church. Evelyn indicated that the avoidance was primarily because of anxiety and was excessive compared to her functional capabilities. Evelyn's primary concern related to attending church. Evelyn had not attended church for approximately 6 months. Her avoidance of church was prompted by fears of becoming ill (i.e., experiencing diarrhea) during a service. Onset of these fears was precipitated by a medical event causing a flare-up of intestinal distress. She also reported worries about returning to church services given her long absence. Her worries were related to being accepted by the congregation, fears that changes in leadership or organization may have taken place such that she would not be allowed to return to her volunteer positions (e.g., greeter, person who brings up the Eucharist), and fears that others were thinking negatively of her because of her long absence. Evelyn experienced moderate restlessness and muscle tension when she worried, and these symptoms occurred more days than not.
Evelyn completed all treatment sessions. She engaged well in the treatment process and was eager to learn and implement anxiety management skills. She readily learned the material presented to her. A review of her monitoring indicated that Evelyn regularly completed homework 5 to 7 days out of each week. During the first few sessions, Evelyn made significant progress. She noted that the thought skills were particularly helpful. She described her thoughts as "running round and round like a mouse on a wheel" and reported that the thought skills (thought stopping and coping self-statements) helped her to "stop the wheel" and take action to change her mood. She described using her thought skills to increase her self-efficacy for coping with previously avoided situations. Within the first few weeks, Evelyn bathed herself, shopped at stores she had been avoiding, and attended church. She was also seeking out more social engagements with friends than she had previously.
Throughout treatment, Evelyn complained of a rash that was causing her substantial discomfort. She was receiving medical care for this rash, and just over midway through treatment it was discovered that Evelyn's rash was caused by an infestation of "bed bugs." This event was a significant stressor for Evelyn, which involved medical, logistical, and psychosocial consequences. She was coping with physical discomfort, solving the problem of ridding her apartment of the bed bugs, and coping with social stigma of others in her building commenting about her apartment having bed bugs. Evelyn's coping resources were refocused onto this issue at the end of treatment, and she lost ground on some of the progress and momentum she had made toward her other treatment goals (e.g., attending church). However, Evelyn also noted that being in the treatment during this stressor was very helpful to her, and she did not think she could have managed to cope successfully with this stressor had she not been in this treatment. Specifically, she stated that being in this treatment "probably kept me out of the hospital." Evelyn completed assessments conducted by an independent evaluator (a clinician who did not provide the treatment services) at pre-and posttreatment. She was rated as markedly ill at the beginning of treatment and moderately ill at the end of treatment on the Clinician's Global Impression (CGI) Severity scale (Guy, 1976) . She was rated as minimally improved on the CGI Improvement scale. Only small decreases were observed in most clinician-rated and self-report measures of anxiety. Her score on the Generalized Anxiety Disorder Severity Scale (GADSS; Shear, Belnap, Mazumdar, Houck, & Rollman, 2006) decreased from 11 at pretreatment to 9 at posttreatment. Her scores on the Geriatric Anxiety Inventory (GAI; Pachana et al., 2007) decreased from 13 at pretreatment to 9 at posttreatment. Her scores on the Penn State Worry Questionnaire (PSWQ; Meyer, Miller, Metzger, & Borkovec, 1990) decreased from 47 at pretreatment to 40 at posttreatment. The largest improvement was observed in a measure of worry beliefs. Her scores on the Brief Measure of Worry Severity (BMWS; Gladstone et al., 2005) decreased from 19 at pretreatment to 8 at posttreatment. She scored a mean of 3.88 (out of a maximum mean of 4.00) on the Client Satisfaction Questionnaire (CSQ; Attkisson & Greenfield, 1999) , indicating a high degree of satisfaction with the treatment.
Case Example 2: Beverly
Beverly was a 72-year-old, widowed, non-Hispanic female who described her racial affiliation as "Afro-American." She reported having an eighth grade education and being retired from working as an office assistant for a nonprofit organization. She lived in urban senior housing. Beverly reported three chronic medical conditions: diabetes, high blood pressure, and a "spine problem" for which she did not know the medical term. Onset of the "spine problem" occurred when Beverly was in her 40s but had increased in severity such that she had been using a wheelchair for approximately 4 years.
Beverly described a long history of mental health problems with approximately three psychiatric hospitalizations. She reported feeling anxious and depressed "all my life." Beverly reported current symptoms consistent with diagnoses of panic disorder with agoraphobia, depressive disorder NOS, and GAD. She also reported a history of alcohol abuse but stated that she had been abstinent from alcohol use for at least 20 years. She denied current or past use of illegal drugs. She was prescribed fluoxetine and clonazepam. She also attended counseling sessions one time every other month and saw a home care social worker every other week.
Beverly endorsed nearly daily symptoms of sad mood, fatigue, and worthlessness. Specifically, she noted that she felt "lonely" and "blue" and that these feelings were worse when she remained in her apartment for extended periods. She also reported a history of panic attacks with onset occurring approximately 40 years prior. The frequency of her panic attacks was four per month. She reported some agoraphobic symptoms, stating that she could leave her apartment but that it was "hard to get out the door" and that sometimes she was able to leave only when accompanied. Beverly also reported excessive and uncontrollable worries related to minor matters (e.g., choosing what to wear, making appointments), her health, her family's health, and social relationships. She endorsed moderate to severe symptoms of fatigue, concentration problems, and irritability and stated that these symptoms were worsened when she was worrying. These symptoms had interfered such that she no longer read or played word puzzles, hobbies she once enjoyed, because of concentration problems. She also reported that her irritability had intensified strained relationships with family members.
Beverly completed all treatment sessions; however, engaging Beverly in the process of CBT was challenging. Throughout treatment, Beverly spent the majority of session time discussing interpersonal conflicts and frustrations with her current living arrangement. The therapist found it difficult to redirect Beverly onto the topic of CBT skills training. Teaching of the CBT skills therefore was often done within the context of helping Beverly to cope with the frustrations she expressed within each session. Beverly reported the most difficulty understanding and implementing cognitive therapy skills and review of these skills was necessary throughout treatment. She readily understood the rationale for relaxation training and reported practicing these skills daily. She also appeared to understand the concept of behavioral activation, and she expressed an interest in increasing her activities. Consultation was held with Beverly's care manager to determine whether services were available to assist Beverly in accomplishing this goal; however, Beverly eventually declined these services (e.g., having a companion to take her to church or attending a day program for seniors).
Beverly presented with bright mood at her posttreatment assessment. She reported enjoying the meetings with her clinician, stating it was "nice to have company," and found it "comforting" to talk about her problems. Beverly reported using the relaxation skills daily and noted relaxation was helpful to "take the edge off." She stated that she did not benefit from the cognitive therapy skills. She did report an increased desire and willingness to increase her activities; however, she outlined multiple barriers to reaching this treatment goal. Her activity level did not appear to change during the course of treatment. Beverly was rated as severely ill at both pre-and posttreatment and was rated as no change on the CGI. Her scores on measures of anxiety and worry exhibited minor, inconsistent fluctuations from pre-to posttreatment: GADSS 14 to 15, GAI 14 to 10, PSWQ 51 to 54, and BMWS 13 to 13. She scored a mean of 3.63 on the CSQ, indicating a high degree of satisfaction with the treatment.
Discussion
To date this research program has cultivated a positive community partnership. This is an essential first step to achieving the overarching goal of improving access to empirically supported anxiety treatments for older adults in home care. Initial efforts at treatment development were also informative of the many barriers that exist to achieving successful outcomes with this population.
It is notable that nine participants were invited to enroll in the pilot treatment study; however, only two agreed. Unfortunately, no formal assessment of treatment preferences was conducted with the study population. This may be a useful future direction to identify whether CBT delivered within the home is a treatment approach that will be acceptable to this population. This research would be best conducted with the broader clientele of the care management organization. It is possible that restricting enrollment in this pilot treatment study only to those participants who had completed the parent assessment study may have biased our recruitment sample. For example, clients who otherwise would have welcomed an opportunity to receive treatment services may have declined participation in the parent study, which did not involve treatment. Alternatively, those who agreed to participate in an assessment study may have had "research fatigue" and thus declined further research participation. It will be important as this program moves forward to identify ways to improve the efficiency of recruitment.
Future research will also need to determine the extent to which adaptations to currently available CBT for late-life anxiety are necessary to optimize treatment success in a home care setting. The current protocol was adapted from those used in primary care for late-life anxiety (Stanley et al., 2004; Wetherell, Sorrell, et al., 2005) by simplifying constructs and materials (e.g., monitoring forms), focusing on CBT skills that are relatively simple and concrete, including the "expanded review" and between-session telephone calls to enhance memory (Mohlman et al., 2003) , incorporating specific attention to coping with chronic, functional disability, and coordinating services with the care management organization. Nevertheless, treatment outcome data for our two case study participants indicated that further treatment development work is necessary.
As is typical of clients receiving home care services, both participants were coping with multiple medical, functional, and social stressors. Their economic resources were also limited. Thus, treatment of anxiety was unlikely to be successful unless objective barriers to implementing CBT skills were reduced. In the case of Evelyn, problem solving was integral to assisting her to cope with an acute stressor. In Beverly's case, problem solving was used to reduce the many barriers identified to her increasing her activity level. Given that the success of these interventions was mixed with the two participants reported here, increased attention to problem solving and increased collaboration with care managers who are better able to assist with social service issues may be important for future home care treatment.
The role of cognitive therapy in a home care late-life anxiety treatment also requires further data. In this pilot study, Evelyn readily understood and engaged in cognitive therapy. She also repeatedly stated how these skills were helpful to her in reducing her anxiety and in motivating her to take action to increase her activities and solve problems. Beverly, on the other hand, struggled with learning the cognitive therapy skills. She stated that they were "hard" for her to implement and that she did not find them helpful. This was despite efforts to include only simple, concrete cognitive therapy skills. Changes in cognitive functioning associated with aging may reduce the efficacy of this approach for some in a home care population. Cognitive therapy may be best conceptualized in future treatment as an elective module that is used to a greater or lesser extent depending on the individual's educational and/or cognitive status.
In addition, cognitive therapy is often used to reduce negative, catastrophic thinking patterns in which individuals worry about future events. Among research with generally healthy, ambulatory older adults, common worry themes revolve around developmental changes that occur during aging, such as losing their independence and medical illness. However, many older adults in home care have already experienced some if not many of these losses. Thus, the focus of cognitive therapy may also need to be redirected with this population to acceptance of these changes and adapting to life utilizing their remaining capabilities and resources. Related, it may also be important to include more attention to grief work to cope with losses.
Both of these participants reported long, chronic histories of mental health problems. It is possible that the number of sessions or length of the treatment was insufficient to adequately address this long-standing anxiety. It is also possible that more time is needed after the treatment is completed before the full benefits of learning the CBT skills are realized. It will be important for future research to determine the optimal length of treatment, including number and timing of sessions, and to include follow-up assessments. A treatment program with built in flexibility on the timing and content of sessions will also be important for this frail population, whose circumstances can change abruptly and dramatically with the onset of new medical and/or psychosocial stressors. Finally, neither of the two participants who completed the treatment identified collaterals who could assist with treatment. Inclusion of collaterals to assist with memory for skill implementation, problem-solving barriers to increasing activities, and general support will also be important. Future research will need to determine the extent to which these or other adaptations to currently available CBT for late-life anxiety are necessary to optimize treatment success in a home care setting. Diefenbach et al. / CBT for Anxiety in Home Care 13 
